Although the operative mortality of pancreaticoduodenal resection has decreased recently, the operative morbidity resulting from a leaking pancreatic anastomosis remains high. We described our experience in 50 consecutive cases with a simple, secure end to side pancreaticojejunostomy. We used a paediatric nasogastric tube in the pancreatic remnant duct as a temporary external pancreatic drain. 
Although the operative mortality of pancreaticoduodenal resection has decreased recently, the operative morbidity resulting from a leaking pancreatic anastomosis remains high. We described our experience in 50 consecutive cases with a simple, secure end to side pancreaticojejunostomy. We used a paediatric nasogastric tube in the pancreatic remnant duct as a temporary external pancreatic drain. There were 29 men and 21 women ranging from 12 to 84 years with a median age of 61 years. Forty-two patients underwent a standard Whipple procedure and eight a pylorus preserving pancreaticoduodenectomy. Average operating time was 270 minutes with a range of 170 to 480 minutes. The pancreaticojejunostomy could be constructed in a mean of 8 minutes. Intraoperative blood loss ranged from 150 to 3500 mL with a mean of 910mL. Twenty-five patients (50 %) received no blood transfusion. The consistency of the pancreatic remnant was hard in 12 patients (24 %) and normal in 38 patients (76 %). The pancreatic duct was dilated (>4mm) in 15 patients (30 %). There was no operative mortality and only three (6.0%) minor leaks from the pancreatic anastomosis which healed spontaneously. It was difficult to determine if the leaks were related to the consistency of the pancreatic remnant, the size of the pancreatic duct, the amount of intraoperative blood loss, operating time, sex of the patient or experience of the surgeon, as there were only three leaks. We concluded that our technique for pancreaticojejunal anastomosis following pancreaticoduodenectomy was safe and applicable to, standard Whipple or pylorus preserving pancreaticoduodenectomy, small or dilated pancreatic ducts, normal or fibrotic pancreas.
INTRODUCTION
Although the operative mortality of pancreaticoduodenal resection has improved recently, the operative morbidity resulting from a leaking pancreatic anastomosis remains high [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] . A variety of approaches to the management of the pancreatic remnant and duct have been tried [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] . Even in large series, a substantial leak rate from the pancreatic anastomois has been reported [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] . Some leaks require reoperation, either widespread peripancreatic drainage with/without anastomotic repair or completion pancreatectomy, and may lead to operative *Author for correspondence. mortality [7, 8, 23] . Herein [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] . But they were technically complicated [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] and the leakage rate remained high [14] [15] [16] [17] [18] [19] [20] [21] [22] . Our technique, a modification of the method used by Smith [13] Factors previously reported as influencing the development of a pancreatic leak include a small pancreatic duct, soft or normal pancreatic parenchyma, large intraoperative blood loss, and age over 65 years [2] [3] [4] . In this study, only three minor leaks were noted. We were unable to identify any preoperative or operative parameters predisposing to pancreatic anastomotic leaks. However, a delicate surgical technique, we believe, is essential and important to ahieve zero mortality and zero anastomotic leak in pancreaticoduodenectomy.
We concluded that our technique for pancreaticojejunostomy was simple, safe and universally applicable to any situation, standard Whipple or PPPD, small or dilated pancreatic ducts, normal or fibrotic pancreatic remnant.
